
Dear Parents,

We have found that students who have experienced stressful situations as victims or witnesses often 

suffer from a unique kind of stress, called traumatic stress.  The effects often show up in children 

who do not want to go to school because they are afraid, and sometimes they may have a hard time 

concentrating in class.  Their grades may begin to suffer, and they may begin have some behavioral 

problems in school.

We would like your permission to ask your child some questions about whether he or she has been a 

victim or witness of violence in the school or neighborhood.  We will not be asking questions about 

personal issues such as home or family.  Like screening for eye problems, this screening helps us to 

learn if your child is experiencing learning problems due to violence. You may see a copy of all the 

questions by contacting 								         at 			       .  

If you accept and your child meets eligibility for the group, we will offer your child a ten-week group, 

focused on helping her/him to process the experience and reduce stress.  The group also helps develop 

problem solving skills to increase peer interaction and positive choices. 

In signing the bottom of this form, you as the parent or guardian are indicating your understanding 

that information regarding your family will be confidential with the exception of situations that may 

be harmful to the health and safety of others, including yourself and your children.  It is your right to 

accept, refuse, or stop services at this time.

All of the information will be used to try to improve your child’s academic success.  

Thank you for your cooperation and support.

Integrated Behavioral Health Clinician Telephone Number

Principal						 Telephone Number

q I accept	 q I decline q Please call me, I have a question or concern

Student Name						 Student Date of Birth

Name of Parent/Guardian				 Telephone Number

Today’s Date

 no later than: 
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Signature of Parent/Guardian 

*** Please return to: 
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Please note: California State Law (California Family Code 6924-6929) permits for the provision of certain services to adolescents, 
12 years and older, with or without parental consent. These services include: diagnosis and treatment of sexually transmitted 
infections, HIV counseling and testing, pregnancy counseling and testing, contraceptives, referrals for prenatal care, and mental 
health counseling in situations specified by the law. 

Please list any services offered at the School Health Center you do not want your child/ward to receive: 

1/We understand that this consent covers only those services provided at the School Health Center and no other private or public 
health facility. 1/we hereby authorize a physician and other professional Health Center staff to provide necessary and/or advisable 
treatment for my daughter/son/ward. This student has my/our permission to receive all services offered at the School Health 
Center, except those that 1/we have specifically excluded above. Students may be asked to register for Medi-Cal at the Health 
Center. In some instances family income may be a factor in determining eligibility; eligibility may depend on the type of medical 
or mental health service utilized by the student. 

Medical records will be kept confidential. However, 1/we acknowledge that the services for my child's condition may require the 
collaboration of other agencies and services providers. 1/We understand that this collaboration may require the disclosure of 
information about my child to one or more service providers to facilitate coordination of services for my child. 1/We acknowledge 
that the School Health Center may be required to release information regarding treatment to third-party payers, such as 
Medi-Cal, for the purpose of billing. Additionally, records may be released for any reason in accordance with acceptable 
medical practice and pursuant to law, including, but not limited to the following reasons: (1) If a student expresses a will to hurt 
herself/himself; (2) If a student expresses she/he may hurt someone else; and, (3) If a student claims someone is physically, 
sexually, or emotionally abusing her/him. 

PARTICIPATING IN A COUNIY-WIDE EVALUATION OF SCHOOL-BASED HEALTH CENTERS 

In order to improve our services, we are participating in a County-wide evaluation of School-Based Health Centers. 
The evaluation is being conducted by the University of CA, San Francisco (UCSF). As part of this evaluation, we collect 
information on the students who use our services. This information is shared with UCSF in aggregate (group) form without 
names or personally identifying information. We will not share your child/ward's personal information with the evaluators 
without your permission. By signing this form, you are agreeing to your child/ward's participation in this evaluation. 

By signing below, you are consenting to the following: 

I, parent/legal guardian below, authorize the School District to grant La Clinica de La Raza, the on-site provider at my child's 
school authorization to review my daughter/son/ward's student records. La Clinica de La Raza agrees not to disclose the student's 
records to any other person or entity without first obtaining my written permission. 

I understand that La Clinica de La Raza may share my child's information with my child's provider for the purpose of medical 
evaluation and treatment. This consent form will remain in effect until this student's enrollment terminates, or until 1/we revoke 
this contract in writing. 

(Signature) Parent/Legal Guardian Date 

Printed Name 

Please call the phone number listed on front of this form if you have any questions. 
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